
NOTICE OF REMOVAL OF CONDITIONAL LICENSE

Electronic Delivery

February 7, 2022

Administrator

Pearl Garden

3700 Foss Road Northeast

Minneapolis, MN  55421

License Number: 40414

Health Facility Identification Number (HFID): 20451

Dear Administrator:

On February 2, 2022, the Minnesota Department of Health completed a follow-up evaluation of your

facility to determine if orders from the November 18, 2021, evaluation were corrected. The follow-up

evaluation verified that the facility is in substantial compliance.    Based on these findings, the

conditions on the license were removed effective February 6, 2022.

It is your responsibility to share the information contained in this letter and the results of this visit

with the President of your facility's Governing Body. You are encouraged to retain this document for

your records.   

If you have any questions, please contact Jessica Gallmeier at 651-247-0268.

Sincerely,

   

Maria King, RN

Interim Division Director

Minnesota Department of Health

Health Regulation Division

HHH

   
Protecting, Maintaining and Improving the Health of All Minnesotans
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NOTICE OF EXTENSION TO THE CONDITIONAL LICENSE 
 
Electronic Delivery 
 
December 14, 2021 
 
Administrator 
Pearl Garden 
Hazeltine Boulevard 
Suite 200 
Chaska, MN  55318 
 
RE:  Initial License Number: 40414 
        Health Facility Identification Number (HFID): 20451 
        Project Number: 20047016 
  
Dear Administrator: 
 
The Minnesota Department of Health (MDH) completed an initial survey on November 18, 2021, for 
the purpose of assessing compliance with state licensing statutes and adherence to License 
Conditions imposed on September 9, 2021. Based on the November 18, 2021, survey results you were 
found not to be in substantial compliance with the laws pursuant to Minnesota Statutes, Chapter 
144G.  
 
As a result, the current Conditional License will be extended by an additional 60 days.  This extension 
is due to expire on February 6, 2022. 
 
All conditions noted in the Stipulation and Consent Order effective on September 9, 2021, will remain 
in effect through the extended conditional license period.  Pearl Garden was issued a letter rescinding 
the no new admissions condition effective September 30, 2021; however, based on the results of the 
survey conducted on November 18, 2021, that condition will be reinstated.  Pearl Garden may not 
admit any new clients from the date of this letter until conditions are lifted.  Clients currently 
undergoing the admissions process may continue admission.   
 
Pursuant to Minn. Stat. §144G.20, Subd. 3 (c), the licensee may appeal an order immediately 
temporarily suspending a license or issuing a conditional license. The appeal must be made in writing 
by certified mail or personal service. If mailed, the appeal must be postmarked and sent to the 
commissioner within five calendar days after the licensee receives notice. If an appeal is made by 
personal service, it must be received by the commissioner within five calendar days after the license 
holder received the order.  
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You are encouraged to retain this document for your records. It is your responsibility to share the 
information contained in this letter and the results of this visit with the President of your 
organization’s Governing Body. If you have any questions, please contact me. 
 
Sincerely, 
 

 
 
Martha Burton, MPA 
DIVISION DIRECTOR 
 
Minnesota Department of Health 
Health Regulation Division 
 
HHH 
 



Electronically Delivered

December 7, 2021

Administrator

Pearl Garden

3700 Foss Road Northeast

Minneapolis, MN  55421

RE:  Project Number(s) SL20451015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on November 18, 2021, for the

purpose of evaluating and assessing compliance with state licensing statutes. At the time of the

evaluation, the Minnesota Department of Health noted violations of the laws pursuant to Minnesota

Statute, Chapter 144G, Minnesota Food Code, Minnesota Rules Chapter 4626, Minnesota Statute

626.5572 and/or Minnesota Statute Chapter 260E.

The enclosed State Form documents the state licensing orders. The Department of Health documents

state licensing correction orders using federal software. Tag numbers are assigned to Minnesota

state statutes for Home Care Providers. The assigned tag number appears in the far left column

entitled "ID Prefix Tag." The state statute number and the corresponding text of the state statute out

of compliance are listed in the "Summary Statement of Deficiencies" column. This column also

includes the findings that are in violation of the state statute after the statement, "This MN

Requirement is not met as evidenced by . . ."   

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed

based on the level and scope of the violations and imposed immediately with no opportunity to

correct the violation first as follows:

   Level 1: no fines or enforcement.

   Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in   

      § 144G.20 for widespread violations;

 Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism   

      authorized in § 144G.20.

   Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in

       § 144G.20.       

       

In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine

amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.

The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation

that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572. subds. 2,

   
Protecting, Maintaining and Improving the Health of All Minnesotans
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9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated

maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.   

   

In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), immediate fine imposition is authorized

for both surveys and investigations conducted. When a fine is assessed against a facility for

substantiated maltreatment, the commissioner shall not also impose an immediate fine under this

chapter for the same circumstance.    

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed

pursuant to this evaluation:

St - 0 - 0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

St - 0 - 2310 - 144g.91 Subd. 4 - Appropriate Care And Services - $3,000.00

   

The total amount you are assessed is $3,500.00. You will be invoiced after 15 days of the receipt of

this notice, subject to appeal.   

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with

the correction order. A copy of the provider’s records documenting those actions may be

requested for follow-up surveys. The licensee is not required to submit a plan of correction for

approval.

The correction order documentation should include the following:

• Identify how the area(s) of noncompliance was corrected related to the client(s)/employee(s)

identified in the correction order.   

• Identify how the area(s) of noncompliance was corrected for all of the provider’s

clients/employees that may be affected by the noncompliance.   

• Identify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order issued,

including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by the Department of

Health within 15 calendar days.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated

with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is

substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.   

§ 626.557. Please   email general reconsideration requests to:   Health.HRD.Appeals@state.mn.us.

Pearl Garden

December 7, 2021
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Please address your cover letter for general

reconsideration requests to:

Free from Maltreatment reconsideration

requests should addressed to:

Reconsideration Unit

Health Regulation Division

Minnesota Department of Health

P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970

Reconsideration Unit

Health Regulation Division

Minnesota Department of Health

P.O. Box 64970

85 East Seventh Place

St. Paul, MN 55164-0970

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that

has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under

this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14, a request for a hearing must

be in writing and received by the Department of Health within 15 calendar days.  Requests for

hearing may be emailed to   Health.HRD.Appeals@state.mn.us.

      

To appeal fines via reconsideration, please follow the procedure outlined above.   Please note that you

may request a reconsideration   or a hearing, but not both.   

INFORMAL CONFERENCE

At any time, the Commissioner of Health is authorized by Minn. Stat. § 144G.20, subd. 20 to hold an

informal conference to exchange information, clarify issues, or resolve issues.

The Minnesota Department of Health staff would like to schedule a conference call with Pearl

Garden.  Please contact Jessica Gallmeier at jess.gallmeier@state.mn.us on or before Friday,

December 10, 2021, to schedule the conference call.

You are encouraged to retain this document for your records. It is your responsibility to share the

information contained in this letter and the results of this visit with the President of your

organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

   

Jessica Gallmeier, Supervisor

Health Regulation Division

State Evaluation Team

85 East Seventh Place, Suite 220

P.O. Box 3879

St. Paul, MN  55101-3879

Email: jess.gallmeier@state.mn.us

Phone: 651-247-0268 Fax: 651-215-9697

Pearl Garden

December 7, 2021
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 0 000 Initial Comments

Initial comments

 0 000

******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section 
144G.08  to 144G.95, these correction orders are 
issued pursuant to a survey.

Determination of whether violations are corrected 
requires compliance with all requirements 
provided at the Statute number indicated below. 
When Minnesota Statute contains several items, 
failure to comply with any of the items will be 
considered lack of compliance. 

INITIAL COMMENTS:
SL20451015

On November 15, 2021, through November 18, 
2021,  the Minnesota Department of Health 
conducted a survey at the above provider, and 
the following correction orders are issued.  At the 
time of the survey, there were 22  residents 
receiving services under the provider's Assisted 
Living with Dementia Care license.

Minnesota Department of Health is 
documenting the State Licensing 
Correction Orders using federal software. 
Tag numbers have been assigned to 
Minnesota State Statutes for Assisted 
Living License Providers.  The assigned 
tag number appears in the far left column 
entitled "ID Prefix Tag." The state Statute 
number and the corresponding text of the 
state Statute out of compliance is listed in 
the "Summary Statement of Deficiencies" 
column. This column also includes the 
findings which are in violation of the state 
requirement after the statement, "This 
Minnesota requirement is not met as 
evidenced by." Following the surveyors' 
findings is the Time Period for Correction. 

PLEASE DISREGARD THE HEADING OF 
THE FOURTH COLUMN WHICH 
STATES,"PROVIDER'S PLAN OF 
CORRECTION." THIS APPLIES TO 
FEDERAL DEFICIENCIES ONLY. THIS 
WILL APPEAR ON EACH PAGE. 

THERE IS NO REQUIREMENT TO 
SUBMIT A PLAN OF CORRECTION FOR 
VIOLATIONS OF MINNESOTA STATE 
STATUTES.A

The letter in the left colunn is used for 
tracking purposes and reflects the scope 
and level issued pursuant to 144G.31 
subd. 1, 2, and 3. 

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

 0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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(13) offer to provide or make available at least the 
following services to residents:

(i) at least three nutritious meals daily with snacks 
available seven days per week, according to the 
recommended dietary allowances in the United 
States Department of Agriculture (USDA) 
guidelines, including seasonal fresh fruit and 
fresh vegetables. The following apply:

(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure food was 
prepared and served according to the Minnesota 
Food Code.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety) and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has the potential to affect a large portion or all 
the residents).  

The findings include:

Please refer to the included document titled, Food 
and Beverage Establishment Inspection Report, 
dated November 15, 2021, for the specific 
Minnesota Food Code deficiencies. 
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TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days

 0 510
SS=F

144G.41 Subd. 3 Infection control program

(a) All assisted living facilities must establish and 
maintain an infection control program that 
complies with accepted health care, medical, and 
nursing standards for infection control.
(b)The facility's infection control program must be 
consistent with current guidelines from the 
national Centers for Disease Control and 
Prevention (CDC) for infection prevention and 
control in long-term care facilities and, as 
applicable, for infection prevention and control in 
assisted living facilities.
(c) The facility must maintain written evidence of 
compliance with this subdivision.

This MN Requirement  is not met as evidenced 
by:

 0 510

Based on observation, interview and record 
review, the licensee failed to ensure the assisted 
living facility established and maintained an 
infection control program that complied with 
accepted health care, medical and nursing 
standards related to infection control and 
COVID-19. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety), and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has the potential to affect a large portion or all 
of the residents).
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The findings include:

On November 16, 2021, at 7:15 a.m., unlicensed 
personal (ULP)-H was observed in the memory 
care unit with a cloth mask on. ULP-H was 
providing home care services to clients in the 
memory care unit. 

On November 16, 2021, at 7:15 a.m., ULP-H 
verified she was wearing a cloth mask. ULP-H 
stated she wore it because she thought it 
provided better protection against COVID-19. 
ULP-H stated she had not received education 
regarding the use of medical grade masks. 

On November 17, 2021, at 10:00 a.m., ULP-L 
was observed in the hallway assisting clients with 
a face shield above her head and not covering 
the eyes. 

On November 17, 2021, at 10:05 a.m. ULP-L 
verified she was not wearing her eye protection 
appropriately and adjusted the face shield to 
cover her eyes. 

On November 16, 2021, at 10:15 a.m., 
Registered Nurse (RN)-J and Regional Nurse 
Director (RND)-D stated medical grade masks 
were supposed to be worn by staff, and all 
required personal protective equipment (PPE) 
should be used (including eye protection). 

The PPE Protocol During Covid 19 policy dated 
March 30, 2020, noted a well fitting mask and eye 
protection should be worn. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

Minnesota Department of Health
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 0 630
SS=D

144G.42 Subd. 6 Compliance with requirements 
for reporting ma

(b) The facility must develop and implement an 
individual abuse prevention plan for each 
vulnerable adult. The plan shall contain an 
individualized review or assessment of the 
person's susceptibility to abuse by another 
individual, including other vulnerable adults; the 
person's risk of abusing other vulnerable adults; 

and statements of the specific measures to be 
taken to minimize the risk of abuse to that person 
and other vulnerable adults. For purposes of the 
abuse prevention plan, abuse includes 
self-abuse.

This MN Requirement  is not met as evidenced 
by:

 0 630

Based on observation, interview and record 
review, the licensee failed to develop and 
implement an individual abuse prevention plan 
that included an individualized review or 
assessment of the person's susceptibility to 
abuse by another individual, including other 
vulnerable adults; the  person's risk of abusing 
other vulnerable adults; and statements of the 
specific measures to be taken to minimize the 
risk of abuse for one of three residents (R6) with 
records reviewed.

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 
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The findings include:

R6's diagnoses included Alzheimer's disease. 
R6's comprehensive assessment dated 
November 11, 2021, noted physical aggression. 
"HHA's [home health aide] report that resident 
has be hitting [sic] and scratching at them with 
transfers." 

R6's Vulnerability Assessment/Abuse Prevention 
Plan dated September 7, 2021, lacked 
identification of the behaviors as described in the 
assessment, as well as interventions to minimize 
their occurrence.

During an observed transfer assistance on 
November 16, 2021, at 7:35 a.m. and 9:30 a.m., 
R6 did not hit or scratch staff. 

On November 17, 2021, at 12:05 p.m., 
Registered Nurse (RN)-J verified behaviors of 
scratching and hitting during transfers were not 
identified on R6's  abuse prevention plan. RN-J 
stated specific measures to minimize occurrence 
should include "stopping" and re-approaching. 

The Individual Abuse Prevention Plan policy 
dated August 1, 2021, noted  individual abuse 
prevention plans were developed that included a 
review or assessment of the person's 
susceptibility to abuse and statements of  the 
specific measures to minimize the risk of abuse 
was completed on residents. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 730
SS=D

144G.43 Subd. 3 Contents of resident record  0 730
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Contents of a resident record include the 
following for each resident:
(1) identifying information, including the resident's 
name, date of birth, address, and telephone 
number;
(2) the name, address, and telephone number of 
the resident's emergency contact, legal 
representatives, and designated representative;

(3) names, addresses, and telephone numbers of 
the resident's health and medical service 
providers, if known;

(4) health information, including medical history, 
allergies, and when the provider is managing 
medications, treatments or therapies that require 
documentation, and other relevant health 
records;

(5) the resident's advance directives, if any;

(6) copies of any health care directives, 
guardianships, powers of attorney, or 
conservatorships;

(7) the facility's current and previous 
assessments and service plans;

(8) all records of communications pertinent to the 
resident's services;

(9) documentation of significant changes in the 
resident's status and actions taken in response to 
the needs of the resident, including reporting to 
the appropriate supervisor or health care 
professional;
(10) documentation of incidents involving the 
resident and actions taken in response to the 
needs of the resident, including reporting to the 
appropriate supervisor or health care 
professional;
(11) documentation that services have been 
provided as identified in the service plan;

(12) documentation that the resident has received 
and reviewed the assisted living bill of rights;

(13) documentation of complaints received and 

Minnesota Department of Health
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any resolution;

(14) a discharge summary, including service 
termination notice and related documentation, 
when applicable; and
(15) other documentation required under this 
chapter and relevant to the resident's services or 
status.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure the resident 
record included documentation of significant 
changes in the resident's status and actions 
taken in response to the needs of the resident, 
including reporting to the appropriate supervisor 
or health care professional for one of one 
resident (R6) observed with bruising. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:

R6's diagnoses included Alzheimer's disease. 

R6's progress notes dated November 3, 2021, 
noted R6 complained of  left knee pain during a 
transfer when attempting to stand "owe, owe, I 
want to go back to bed." The knee was described 
as "slightly swollen, no redness or bruising." The 
progress notes included an X-ray report obtained 
on the same date noted, "Impression: There is 
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demineralization of the articular surface of the 
lateral tibial plateau. This might represent a 
chronic or acute fracture." 

R6's progress notes dated November 7, 2021, 
noted R6's "back side of the left knee has 
greenish/purple bruising aprox. 4 cm 
[centimeters] along the entire popliteal fossa 
[back of the knee joint]. 

On November 16, 2021, at 7:35 a.m., R6's 
morning cares were observed. R6's feet 
(bilateral) were observed with discoloration 
(purple/ blue) around the ankle areas. The left 
anterior calf had an area of red discoloration, 
approximately 2-3 inches in length. 

R6's comprehensive assessment dated 
November 11, 2021, noted "bruising to left lower 
leg." However, the documentation lacked a 
description of the bruising including 
measurements and location. The record lacked 
documentation of discoloration of the feet and 
calf area. 

On November 16, 2021, Registered Nurse (RN)-J 
responded to surveyor request and measured the 
various areas of discoloration on R6. 

R6's progress notes dated November 16, 2021, 
included the following:
-medial aspect of right foot 5 cm x 4.4 cm 
blue/green yellow color
-right lateral leg 1.5 cm x 2 cm blue in color
-left anterior lower leg 6 cm x 5 cm blue/red in 
color
-left lateral foot 3.4 cm x 5 cm blue/purple in color
-yellow discoloration to the majority of anterior 
lower leg
-multiple color bruise to the posterior aspect of 
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the left leg 40 cm x 9 cm 

On November 17, 2021, at 12:05 p.m., RN-J 
verified R6's record lacked documentation of the 
multiple areas of discoloration until November 16, 
2021. 

The Resident Record-Information & Content 
policy dated August 1, 2021, noted 
documentation of significant changes in the 
resident's status and actions taken in response to 
the needs of the resident, including reporting to 
the appropriate supervisor or health professional. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01480
SS=D

144G.63 Subd. 3 Orientation to resident

Staff providing assisted living services must be 
oriented specifically to each individual resident 
and the services to be provided. This orientation 
may be provided in person, orally, in writing, or 
electronically.

This MN Requirement  is not met as evidenced 
by:

 01480

Based on observation, interview and record 
review, the licensee failed to ensure two of two 
employees (unlicensed personnel (ULP)-I and 
ULP-H) providing assisted living services were 
specifically oriented to one of three residents (R6) 
with records reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
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was issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:

R6's diagnoses included Alzheimer's disease. 

R6's progress notes dated November 3, 2021, 
included an X-ray report dated November 3, 
2021, "Impression: There is demineralization of 
the articular surface of the lateral tibia plateau [a 
fracture at the top of the shin bone and involves 
the cartilage surface of the knee joint].  This 
might represent a chronic or acute fracture." 
Resident does not c/o pain of any pain when 
sitting or laying still only with movement." 

On November 16, 2021, at 7:35 a.m., ULP-I and 
ULP-H assisted R6 with morning cares. R6 cried 
out "ow" when repositioned on the side while in 
bed. R6's shoes were applied, and R6 stated 
"ow." R6 was assisted to edge of bed, and stated 
"ow" when the feet were placed on the EZ stand 
(a type of mechanical lift) platform. The lift straps 
were applied around the upper and lower back. 
R6 was assisted to a standing position via the EZ 
stand and yelled "set me down" and "ow, ow, ow." 
During the transfer, the top strap was observed to 
migrate up the top of R6's back. R6's knees were 
buckled, and minimal weight bearing was 
observed. R6 was assisted to the bathroom and 
when assisted to stand via the EZ stand,  stated 
"ow" and "oh it hurts."

On November 16, 2021, at 7:35 a.m., ULP-I and 
ULP-H were asked why R6 had pain. ULP-I and 
ULP-H stated they did not know nor did they 
report R6 had a fracture. ULP-H stated she had 
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just returned from time off. ULP-I stated the 
verbalizations of pain was not new. 

On November 17, 2021, at 12:05 p.m., 
Registered Nurse (RN)-J and Regional Nurse 
Director (RND)-D stated ULPs should be 
informed of R6's fracture. 

On November 18, 2021, at 1:00 p.m., RN-J and 
RND-D provided a communication note dated 
November 3, 2021, that identified R6 with either 
an acute or chronic fracture, and required 
assistance of two staff members with transfers. 

On November 18, 2021, at 1:00 p.m., RN-J and 
RND-D were requested to provide evidence the 
communication note was read; however, nothing 
further was provided. 

The Orientation of Staff and Supervisors & 
Content policy dated August 1, 2021, noted staff 
providing assisted living services must be 
specifically oriented to each individual resident 
and the services to be provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01620
SS=D

144G.70 Subd. 2 Initial reviews, assessments, 
and monitoring

(c) Resident reassessment and monitoring must 
be conducted no more than 14 calendar days 
after initiation of services. Ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 
resident and cannot exceed 90 calendar days 
from the last date of the assessment.
(d) For residents only receiving assisted living 

 01620
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services specified in section 144G.08, subdivision 
9, clauses (1) to (5), the facility shall complete an 
individualized initial review of the resident's needs 
and preferences. The initial review must be 
completed within 30 calendar days of the start of 
services. Resident monitoring and review must 
be conducted as needed based on changes in 
the needs of the resident and cannot exceed 90 
calendar days from the date of the last review.
(e) A facility must inform the prospective resident 
of the availability of and contact information for 
long-term care consultation services under 
section 256B.0911, prior to the date on which a 
prospective resident executes a contract with a 
facility or the date on which a prospective 
resident moves in, whichever is earlier.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure resident 
reassessment and monitoring based on resident 
changes for two of three residents (R6 and R7) 
with records reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at a pattern scope (when more than a 
limited number of residents are affected, more 
than a limited number of staff are involved, or the 
situation has occurred repeatedly; but is not 
found to be pervasive). 
The findings include:
R6
R6's progress notes dated November 3, 2021, 
noted R6 complained of  left knee pain during a 
transfer when attempting to stand "ow, ow, I want 
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to go back to bed." The knee was described as 
"slightly swollen, no redness or bruising." R6's 
progress notes included an X-ray report obtained 
on November 3, 2021, "Impression: There is 
demineralization of the articular surface of the 
lateral tibial plateau [a fracture at the top of the 
shin bone and involves the cartilage surface of 
the knee joint]. This might represent a chronic or 
acute fracture." 

R6's progress notes dated November 7, 2021, 
noted R6's "back side of the left knee has 
greenish/purple bruising aprox. 4 cm 
[centimeters] along the entire popliteal fossa 
[back of the knee joint]. 

R6's comprehensive assessment dated 
November 11, 2021, noted "bruising to left lower 
leg." The documentation lacked a description of 
the bruising including measurements and 
location. The record lacked documentation of any 
further discoloration or bruising. 

On November 16, 2021, at 7:35 a.m., R6's 
morning cares were observed. R6's feet were 
observed with bruising discoloration (purple/ blue) 
around the ankle areas. The left anterior calf had 
an area of red discoloration, approximately 2-3 
inches in length. 

On November 16, 2021, Registered Nurse (RN)-J 
was requested to measure the various areas of 
discoloration. 

R6's progress notes dated November 16, 2021, 
included the following:
-medial aspect of right foot 5 cm x 4.4 cm 
blue/green yellow color
-right lateral leg 1.5 cm x 2 cm blue in color
-left anterior lower leg 6 cm x 5 cm blue/red in 
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color
-left lateral foot 3.4 cm x 5 cm blue/purple in color

On November 17, 2021, RN-J verified R6's 
discoloration/bruising areas above lacked 
assessments as to causal factors. RN-J stated 
she thought the anterior lower leg discoloration 
was possibly from the standing lift. RN-J indicated 
the bruising discolorations were not reported by 
staff, and RN-J was unaware of the new areas of 
discoloration. RN-J thought the bruising on the 
ankle area (left) was caused by the knee injury 
and pooling of blood. 

R7
R7's comprehensive assessment dated August 
24, 2021, described R7 as requiring assistance 
with toileting. The comprehensive assessment 
lacked an assessment pertaining to R7's toileting 
pattern and bladder control. 

R7's service plan dated October 29, 2021, 
included toileting assistance during the night at 
2:00 a.m. and 5:30 a.m. According to the service 
plan checkoff list dated November 2021, toileting 
services were provided at the designated time 
periods on November 16, 2021. 

On November 16, 2021, at approximately 8:00 
a.m., unlicensed personal (ULP)-H assisted R7 
with morning cares. R7 was in bed and a 
pervasive urine odor present in the room. R7's 
bed and bottom sheet were saturated and wet.  
R7 was assisted to a standing position; R7's 
pants were observed to be wet. When R7 
ambulated to the bathroom with assistance, R6's 
posterior was observed to be wet from the 
scapula area (upper back) to above the knee 
area. R7's incontinent pad was drenched and 
appeared very heavy. 
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On November 17, 2021, at 12:05 p.m., RN-J was 
informed of the observations as noted above. 
RN-J described R6 was a very "sweaty" man. 
RN-J would not confirm a lack of toileting 
services were provided. When asked how 
toileting patterns were determined, RN-J stated 
toileting was "staggered" and was unable to 
verbalize how R7's toileting services were 
determined or if toileting patterns were assessed. 
RN-J stated R7's wet pants and bedding on 
November 16, 2021, was not reported. 

The Assessments, Reviews and Monitoring policy 
dated August 1, 2021, noted the initial 
assessment or reassessment must include all the 
elements of the uniform assessment tool as 
required. 

The Bathing Assistance policy dated August 1, 
2021, directed staff to notify registered nurse if 
any new bruises, open sores, or skin irritations 
were discovered. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01640
SS=D

144G.70 Subd. 4 Service plan, implementation, 
and revisions t

(a) No later than 14 calendar days after the date 
that services are first provided, an assisted living 
facility shall finalize a current written service plan.
(b) The service plan and any revisions must 
include a signature or other authentication by the 
facility and by the resident documenting 
agreement on the services to be provided. The 
service plan must be revised, if needed, based on 

 01640
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resident reassessment under subdivision 2. The 
facility must provide information to the resident 
about changes to the facility's fee for services 
and how to contact the Office of Ombudsman for 
Long-Term Care.
(c) The facility must implement and provide all 
services required by the current service plan.
(d) The service plan and the revised service plan 
must be entered into the resident record, 
including notice of a change in a resident's fees 
when applicable.
(e) Staff providing services must be informed of 
the current written service plan.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview and record 
review, the licensee failed to ensure services 
were provided as required in the current service 
plan for two of two residents (R6 and R7) with 
records reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:

R6's service plan dated November 4, 2021, 
included the following:
-7:30 a.m. morning cares "use Ivory soap for 
washing body. Assist with brushing dentures if 
needed and place in her mouth."
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On November 16, 2021, at 7:35 a.m., R6's 
morning cares were observed. Unlicensed 
personnel (ULP)-I was observed to wash R6's 
face with a wet cloth.  ULP-H and ULP-I assisted 
with a mechanical lift transfer (EZ stand) to the 
bathroom. R6 was not observed to have body 
washed with Ivory soap, nor were there any oral 
cares observed, including placing the dentures in 
the mouth. 

On November 16, 2021, at 9:30 a.m., R6 was 
assisted to bed after breakfast. No oral cares 
were observed. 

On November 16, 2021, at 10:00 a.m., ULP-I 
verified oral cares were not provided. 

R7's service plan dated August 24, 2021, 
included the following:
-walk with resident to and from meals using 
walker and transfer belt.

On November 16, 2021, from 7:00 a.m. to 11:00 
a.m. R7 was not observed to ambulate to meals. 

R7's physical therapy notes dated August 17, 
2021, included recommendations to ambulate 
with staff with four wheeled walker to and from 
meals and activities. 

R7's Service Checkoff List dated November 2021 
noted "Staff to escort resident to dinner. Walk 
with resident to and from meals using walker and 
transfer belt." According to the Service Checkoff 
List, the service was provided at 4:45 p.m. 
However, ambulation was not identified at other 
mealtimes. 

On November 17, 2021, at 12:05 p.m.,  
Registered Nurse (RN)-J verified she has not 
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observed R7 ambulate, and stated she just 
obtained a prescriber order for physical therapy to 
assess R7's ability. RN-J stated at this point it 
was undeterminable as to what R7's ambulation 
capability was and indicated R7 did not ambulate 
as directed on the service plan. 

The Bathing Assistance policy dated August 1, 
2021, directed the following: 1. Assist resident to 
bathroom or position at bedside for sponge bath. 
2. Assist resident to remove clothes. 3. Use water 
at a safe and comfortably warm temperature. 4. If 
shower or tub bath assist resident into shower or 
tub. 5. Washing body parts resident cannot, using 
soap and water, face first, upper body then 
genital area last. 

The Service Plan policy dated August 1, 2021, 
noted the Assisted Living Facility will implement 
and provide all services indicated in the service 
plan. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01710
SS=D

144G.71 Subd. 3 Individualized medication 
monitoring and reas

The assisted living facility must monitor and 
reassess the resident's medication management 
services as needed under subdivision 2 when the 
resident presents with symptoms or other issues 
that may be medication-related and, at a 
minimum, annually.

This MN Requirement  is not met as evidenced 
by:

 01710

Based on observation, interview and record 
review, the licensee failed to to reassess the 
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resident's medication management services for 
two of two residents (R6 and R7) with records 
reviewed. 

This practice resulted in a level two violation (a 
violation that did not harm a resident's health or 
safety but had the potential to have harmed a 
resident's health or safety, but was not likely to 
cause serious injury, impairment, or death), and 
was issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:

R6
R6's progress notes dated November 3, 2021, 
included an X-ray report obtained on November 
3, 2021, "Impression: There is demineralization of 
the articular surface of the lateral tibial plateau [a 
fracture at the top of the shin bone and involves 
the cartilage surface of the knee joint]. This might 
represent a chronic or acute fracture." 

R6 started on hospice services (end of life 
services) with new prescriber orders dated 
November 11, 2021, signed by the nurse 
practitioner on November 16, 2021 to include the 
following: oxycodone (narcotic) 5 milligrams (mg) 
every hour for pain or shortness of breath, 
Lorazepam (anti-anxiety) 0.5 mg every 2 hours as 
needed, Haldol (antipsychotic) 0.5 mg every hour 
for terminal agitation. 

R6's prescriber orders dated July 2, 2021, 
included genteal tears, instill one drop into each 
eye four times a day, Cosopt instill one drop into 
the right eye twice daily. 
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On November 16, 2021, at 7:35 a.m., unlicensed 
personal (ULP)-I and ULP-H assisted R6 with 
morning cares. R6 cried out "ow" when 
repositioned on the side, while in bed. R6's shoes 
were applied, and R6 stated "ow." R6 was 
assisted to edge of bed, and stated "ow" when 
the feet were placed on the EZ stand platform. 
The lift straps were applied around the upper and 
lower back. R6 was assisted to a standing 
position via the EZ stand and yelled "set me 
down" and "ow, ow, ow." 

On November 16, 2021, at 8:50 a.m., ULP-G was 
observed to administer R6's eye drops. R6 was in 
a wheelchair with eyes closed shut, and ULP-G 
pried the eyes open (with difficulty) to administer 
the medications; R6 stated you're "too rough." 

R6's comprehensive assessment dated 
November 11, 2021, which included the 
medication assessment, lacked identification of 
the medications ordered on November 11, 2021, 
(including oxycodone) which included the 
required identification and review of all 
medications, indications for medications, side 
effects, contraindications, allergic or adverse 
reactions, and actions to address these issues.

R6's comprehensive assessment dated 
November 11, 2021, included the eye drops and 
indication for use, but lacked an assessment 
regarding the difficulty of administration or if the 
medications were necessary since hospice 
services were initiated. 

On November 17, 2021, at 12:05 p.m. Registered 
Nurse (RN)-J indicated she was aware of the 
difficulty administering R6's eye drops and stated 
R6's daughter did not want the medications 
discontinued. RN-J verified R6's medication 
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assessment should be revised. 

On November 18, 2021, at 1:00 p.m., Registered 
Nurse Consultant (RNC)-F stated R6's 
comprehensive assessment was updated on 
November 17, 2021. RNC-F did not confirm 
medications were required to be assessed when 
new prescriptions were ordered. 

R7
R7 had prescriber orders dated April 30, 2021, 
that included: Wellbutrin (anti-depressant) XL 300 
mg one tablet daily, Effexor (anti-depressant) 225 
mg daily and Trazodone (anti-depressant) 25 mg. 

R7's Geriatric Depression Scale dated August 12, 
2021, indicated a score of 4, with "a normal score 
of 0-5" and above 5 indicating depression. 

R7's comprehensive assessments dated August 
11, 2021, and November 15, 2021, indicated the 
medications as noted above were administered 
for depression. R7's assessment lacked 
identification and justification for the continued 
use of three anti-depressants, (duplicative 
therapy) documentation of  symptoms of 
depression, or documentation a gradual dose 
reduction had been attempted and was 
unsuccessful on any of the three medications or 
doses. 

R7's Incident Report dated November 13, 2021, 
indicated a fall occurred on November 13, 2021, 
at 8:25 p.m. The report noted contributing factors 
included medications, although the medications 
which contributed were not identified, nor was 
there identification of the three anti-depressants, 
or if they potentially contributed to the fall. 

On November 17, 2021, at 10:00 a.m., R7 
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reported he was in good spirits and happy and 
satisfied with the care and services provided. 

On November 18, 2021, at 1:00 p.m., RNC-F 
indicated the three medications were reviewed 
and re-assessed, but did not confirm R7's record 
lacked re-assessment of the duplicative drug 
therapy, or if any of medications or doses were 
unnecessary. 

The Medication Management-Assessment, 
Monitoring and Reassessment policy dated 
August 1, 2021, noted medications were 
monitored and reassessed when the resident 
presented with symptoms or other issues that 
may be medication-related. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 02110
SS=C

144G.82 Subd. 3 Policies

(a) In addition to the policies and procedures 
required in the licensing of all facilities, the 
assisted living facility with dementia care licensee 
must develop and implement policies and 
procedures that address the:
(1) philosophy of how services are provided 
based upon the assisted living facility licensee's 
values, mission, and promotion of 
person-centered care and how the philosophy 
shall be implemented;

(2) evaluation of behavioral symptoms and 
design of supports for intervention plans, 
including nonpharmacological practices that are 
person-centered and evidence-informed;

(3) wandering and egress prevention that 
provides detailed instructions to staff in the event 
a resident elopes;

 02110
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(4) medication management, including an 
assessment of residents for the use and effects 
of medications, including psychotropic 
medications;

(5) staff training specific to dementia care;

(6) description of life enrichment programs and 
how activities are implemented;

(7) description of family support programs and 
efforts to keep the family engaged;

(8) limiting the use of public address and 
intercom systems for emergencies and 
evacuation drills only;

(9) transportation coordination and assistance to 
and from outside medical appointments; and
(10) safekeeping of residents' possessions.
(b) The policies and procedures must be provided 
to residents and the residents' legal and 
designated representatives at the time of 
move-in.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the assisted living facility 
with dementia care provided the required policies 
and procedures to designated representatives 
and/or residents. 

This practice resulted in a level one violation (a 
violation that has no potential to cause more than 
a minimal impact on the resident and does not 
affect health or safety), and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has potential to affect a large portion or all of 
the residents).  

The findings include:

The licensee provided a document titled, Assisted 
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Living with Dementia Care-Dementia Care 
Disclosure Statement, which was identified as the 
policies and procedures provided to family 
members upon admission to the dementia care 
unit. A review of the seven page document, 
included criteria for admission and services the 
licensee provided, versus policies and 
procedures for the various required content. 
Although a lot of information required by statute 
was covered in the documentation, the document 
did not include policies and procedures related to 
transportation coordination and assistance to and 
from outside medical appointments.

On November 16, 2021, at 1:45 p.m., Regional 
Nurse Director (RND)-D verified she could not 
locate policies and procedures related to 
transportation coordination and assistance to and 
from outside medical appointments.

On November 16, 2021, at approximately 1:45 
p.m., Registered Nurse Consultant (RNC)-F 
stated policies and procedures were internal 
documents and not provided to residents or 
designated representatives. 

The Assisted Living with Dementia Care 
Additional Required Policies procedure dated 
August 1, 2021, included a list of policies and 
their location in a policy book. "These policies and 
procedures must be provided to residents Legal 
designated representatives at the time of 
move-in." 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days

 02310
SS=G

144G.91 Subd. 4 Appropriate care and services  02310
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(a) Residents have the right to care and assisted 
living services that are appropriate based on the 
resident's needs and according to an up-to-date 
service plan subject to accepted health care 
standards.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure assisted living services 
were provided that were appropriate based on the 
resident's needs and according to an up-to-date 
service plan and subject to accepted health care 
standards for one of three residents (R6) with 
records reviewed. 

This practice resulted in a level three violation (a 
violation that harmed a resident's health or safety, 
not including serious injury, impairment, or death, 
or a violation that has the potential to lead to 
serious injury, impairment, or death), and was 
issued at an isolated scope (when one or a 
limited number of residents are affected or one or 
a limited number of staff are involved or the 
situation has occurred only occasionally). 

The findings include:

R6's diagnoses included Alzheimer's disease. 

R6's progress notes dated November 3, 2021, 
noted R6 complained of  left knee pain during a 
transfer when attempting to stand "ow, ow, I want 
to go back to bed." The knee was described as 
"slightly swollen, no redness or bruising." The 
progress notes included an X-ray report obtained 
November 3, 2021 "Impression: There is 
demineralization of the articular surface of the 
lateral tibia plateau [a fracture at the top of the 
shin bone and involves the cartilage surface of 
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the knee joint]. This might represent a chronic or 
acute fracture." Resident does not c/o pain of any 
pain when sitting or laying still only with 
movement." The injury was reported to the 
Minnesota Adult Abuse Reporting Center 
(MAARC) on November 3, 2021. 

R6's Resident Incident Report dated November 3, 
2021, noted R6 had verbal expressions of pain. 
Root cause analysis of the fracture included 
advanced osteoporosis. "Resident is unable to 
give details of when pain started or how pain 
stated." 

R6's comprehensive assessment dated 
November 11, 2021, noted transfer assistance 
consisted of two unlicensed personnel and use of 
an EZ stand (type of mechanical lift). The 
assessment noted R6 had a fractured left tibia 
plateau and weight bear as tolerated. 

R6's comprehensive assessment noted R6 
started on hospice services on November 11, 
2021. R6's cognitive status was described as 
alert to self only, forgetful, confused with impaired 
decision making. 

R6's comprehensive assessment noted R6 as 
non-verbal on pain assessment, and pain was 
relieved with Tylenol. The assessment noted R6 
had pain in the left knee with pressure/standing 
up. The assessment lacked an intensity of pain 
assessment. 

R6's hospice orders dated November 11, 2021, 
signed by the nurse practitioner on November 16, 
2021 included: oxycodone (narcotic) 5 milligrams 
(mg) every hour for pain or shortness of breath, 
Lorazepam (anti-anxiety) 0.5 mg every 2 hours as 
needed, Haldol (antipsychotic) 0.5 mg every hour 
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for terminal agitation. 

R6's Nurse Practitioner orders dated November 
10, 2021, included weight bearing as tolerated on 
the left leg.  

R6's November 2021 medication administration 
record indicated acetaminophen 2 tablets on 
November 4, 2021, at 4:14 p.m. was 
administered. Documentation noted the 
medication was "somewhat effective" in reducing 
pain. There was no further documentation of 
analgesics or narcotics administered to R6. 

TRANSFER/PAIN-R6
On November 16, 2021, at 7:35 a.m. unlicensed 
personal (ULP)-I and ULP-H assisted R6 with 
morning cares. R6 cried out "ow" when 
repositioned on the side, while in bed. R6's shoes 
were applied and R6 stated "ow." R6 was 
assisted to edge of bed, and stated "ow" when 
the feet were placed on the EZ stand platform. 
The lift straps were applied around the upper and 
lower back. R6 was assisted to a standing 
position via the EZ stand and yelled "set me 
down" and "ow, ow, ow." During the transfer, the 
top strap was observed to migrate up to the top of 
R6's back. R6's knees were buckled, and minimal 
weight bearing was observed. R6 was assisted to 
the bathroom and when assisted to stand via the 
EZ stand,  stated "ow" and "oh it hurts. Set me 
down." R6's left leg was markedly larger in size, 
when compared to the right leg. 

On November 16, 2021, at 7:35 a.m., ULP-I and 
ULP-H were asked why R6 had pain.  ULP-I and 
ULP-H indicated they did not know, nor did they 
report R6 had a fracture. ULP-H stated she had 
just returned from time off. ULP-I stated the 
verbalizations of pain was not new. 
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On November 16, 2021, at 9:30 a.m., R6 was 
assisted to bed, using the EZ stand lift. R6 stated 
"ow, set me down" when raised to a 
semi-standing position (knees buckled). The 
straps of the EZ stand migrated up R6's back with 
pressure under the arms. When asked where the 
pain was located, R6 did not respond with an 
answer. 

On November 16, 2021, at 10:15 a.m., 
Registered Nurse (RN)-J and Regional Nurse 
Director (RND)-D stated R6's fracture was of 
unknown cause and was called into MAARC on 
the same day the pain occurred. RN-J stated she 
assessed R6 for the use of the EZ stand, but 
verified the lack of any written assessment or 
documentation how R6 tolerated the transfers. 

On November 17, 2021, at 12:05 p.m., RN-J 
verified she completed a pain assessment which 
indicated R6 had pain in the left knee when 
standing. RN-J stated ULPs did not report R6's 
verbalizations of pain during the transfers. RN-J 
verified R6 was medicated for pain with Tylenol 
once on November 4, 2021. RN-J and RND-D 
verified new orders were obtained on November 
16, 2021, at 1:30 p.m. which included bedrest 
and use of regularly scheduled pain medications. 
RN-J stated she spoke with the orthopedic 
specialist on November 17, 2021 who verified R6 
had a fracture and recommended no weight 
bearing. 

Operator Instructions for EZ way smart stand 
were reviewed, and lacked information as to the 
amount of weight bearing required to safely use 
the device. 

On November 19, 2021, at 2:15 p.m.,  EZ stand 
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representative (ER) stated residents must be able 
to bear some weight in order to use the EZ stand. 
ER stated without observing a transfer, it was 
difficult to determine if it was safe or appropriate, 
as there were a variety of interventions to utilize 
to improve transfers, such as moving the foot 
plate. ER stated 20%-25% weight bearing status 
used to be recommended to use the stand, but 
acknowledged that was difficult to ascertain. ER 
stated she was available if a licensee requested 
onsite visits. ER stated if a resident complained of 
pain during a transfer, the transfer should be 
stopped. 

The Pain Management and Assessment policy 
dated July 1, 2020, noted pain assessments were 
completed upon admission and with ongoing 
monitoring and reassessments. If the resident is 
unable to communicate pain, the nurse may 
describe as mild, moderate or severe based on 
behavior indicators. If the resident's pain is not 
controlled by the current pain management the 
physician should be notified. Interventions for 
pain management will be added to the resident 
service plan. Documentation will be noted in the 
resident's record as appropriate. 

The Assessments, Reviews & Monitoring policy 
dated August 1, 2021, noted the individualized 
review and subsequent reviews must include all 
required elements as specified in the uniform 
assessment tool. Reassessments were 
conducted based on changes in the needs of the 
resident. 

ESCORT VIA WHEELCHAIR-R6
On November 16, 2021, at approximately 8:00 
a.m. R6 was transferred to the wheelchair, 
without a foot rest.  R6's feet were able to touch 
the ground, and when beginning the wheelchair 
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escort to the dining room, R6 lifted her feet up, 
and was able to suspend the feet above the 
ground during the escort. 

On November 16, 2021, at 8:00 a.m. ULP-I was 
asked if R6 had foot rests, and replied no. 

On November 16, 2021, at 9:30 a.m. R6 was 
escorted via wheelchair to a small common area, 
and did not initiate movement, or self propel, and 
was escorted to her room at 9:30 a.m. via 
wheelchair, without foot rests. 

On November 16, 2021, at 10:10 a.m. RN-J and 
RND-D were requested to provided a policy 
pertaining to escorts and foot rests. RND-D 
verified the lack of a policy. RND-D stated R6 
occasionally propelled herself in the wheelchair 
with her feet. RND-D did not confirm escorts via 
wheelchair without foot rests can potentially 
cause injuries. 

POSITIONING DEVICE
On November 16, 2021, at 7:35 a.m., two halo 
(round) positioning devices were observed on 
R6's bed near the head of the bed. During 
morning cares, at the same time R6 was not 
observed to use the devices. The halo devices 
were secured, and no openings were observed 
greater than 4 3/4 inches. 

On November 16, 2021, at 9:30 a.m., ULP-H 
stated R6 did not use the devices. 

R6's record lacked an assessment for the use of 
the devices.

R6's Progress Notes dated November 11, 2021, 
noted hospice will have hospital bed with Halo 
positioning devices delivered "tomorrow."
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On November 16, 2021, at 3:00 p.m., RN-C 
verified the lack of an assessment for the 
devices. RN-C indicated hospice had applied the 
positioning devices. 

The Side Rail policy dated August 1, 2021, noted 
when side rails in use, the registered nurse must 
assess the use, educate the 
resident/representative and verify the device is of 
safe design and utilized consistent with 
manufacturer's recommendations. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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Minnesota Department of Health
Food, Pools and Lodging Services Section
625 N Robert St
St Paul, MN  55164
651-201-4500

7963211161

Page 1
11/15/21
10:14:11

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

The violations listed in this report include any previously issued orders and deficiencies identified 
during this inspection.  Compliance dates are shown for each item.

6127887321

Pearl Garden
3700 Foss Road Ne             
Minneapolis, MN55421
Ramsey County, 62

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0038271

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

3-501.15A

FRIED RICE FOUND COOLING IN WALK IN USING COVERED, PLASTIC CONTAINERS.  RICE WAS
AT 138 DEG F AFTER ONE HOUR.  USE ONE OF THE ABOVE METHODS TO COOL FOODS
QUICKLY.  RICE TRANSFERRED TO AN APPROPRIATE CONTAINER FOR COOLING.

3-500A  Microbial Control: cooling
** Priority 2 **

MN Rule 4626.0390A   Cool food by: 1) placing the food in shallow pans; 2) separating the food into smaller
portions 3) using rapid cooling equipment; 4) stirring the food in a container placed in an ice water bath; 5) using
containers that facilitate heat transfer; 6) adding ice as an ingredient; or other effective methods.

Comply By: 11/15/21

2-102.12AMN

NO CERTIFIED FOOD MANAGER ON SITE.  INFORMATION EMAILED TO PERSON IN CHARGE.

2-100   Supervision

MN Rule 4626.0033A   Employ a certified food protection manager (CFPM) for the establishment.

Comply By: 11/15/21

3-501.13ABC

RAW TURKEY FOUND THAWING IN SINK WITHOUT WATER RUNNING.  TURKEY MOVED TO 

3-500A  Microbial Control: cooling

MN Rule 4626.0380ABC   Thaw TCS food by one of the following methods: 1. under mechanical refrigeration
that maintains the food temperature at 41 degrees F (4 degrees C) or less; 2. completely submerged under
running water at 70 degrees F (21 degrees C) or less  with a velocity to remove loose particles on an overflow
and the food is maintained at 41 degrees F (5 degrees C) or less; 3. in a microwave oven or; 4. as part of the
cooking process.
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WALKIN TO CONTINUE THE THAWING PROCESS.
Comply By: 11/15/21

4-501.11AB

RESIDENTIAL REFRIGERATOR IN SERVING AREA RUNNING AT 50 DEG F.  NO POTENTIALLY
HAZARDOUS FOODS WERE BEING STORED IN REFRIGERATOR AT TIME OF INSPECTION. 
REPAIR/ADJUST.

4-500   Equipment Maintenance and Operation

MN Rule 4626.0735AB   All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.

Comply By: 11/16/21

Surface and Equipment Sanitizers
Quaternary Ammonia: = 400 PPM at  Degrees Fahrenheit
Location: QUAT DISPENSER
Violation Issued: No

Hot Water: =  at 163 Degrees Fahrenheit
Location: DISHWASHER RINSE
Violation Issued: No

Food and Equipment Temperatures

Temperature: 138 Degrees Fahrenheit  - Location: COOLING IN WALKIN AFTER 1 HOUR
Violation Issued: No

Process/Item: FRIED RICE

Temperature: 34 Degrees Fahrenheit  - Location: WALKIN
Violation Issued: No

Process/Item: HAM

Temperature: 37 Degrees Fahrenheit  - Location: SINGLE DOOR COOLER
Violation Issued: No

Process/Item: COLESLAW

Temperature: 38 Degrees Fahrenheit  - Location: SINGLE DOOR COOLER
Violation Issued: No

Process/Item: COTTAGE CHEESE

Temperature: 36 Degrees Fahrenheit  - Location: SINGLE DOOR COOLER
Violation Issued: No

Process/Item: MILK

Temperature: 50 Degrees Fahrenheit  - Location: SERVING AREA- AMBIENT TEMP
Violation Issued: Yes

Process/Item: REFRIGERATOR
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INSPECTION WAS CONDUCTED BY PEGGY SPADAFORE IN CONJUNCTION WITH A HEALTH
REGULATIONS DIVISION SURVEY. LEAD SURVEYOR- BRANDON MUELLER.

DISCUSSED:
-EMPLOYEE ILLNESS POLICY AND LOG
-PREVENTING BAREHAND CONTACT
-CERTIFIED FOOD PROTECTION MANAGER CERTIFICATION
-SANITIZER USE AND TEST KITS
-CLEANING/SANITIZING FOOD CONTACT SURFACES AND UTENSILS
-DATE MARKING
-THERMOMETER USE AND CALIBRATION
-SERVING A HIGHLY SUSCEPTIBLE POPULATION
-VOMIT/FECAL INCIDENT CLEAN UP POLICY
-ALL VIOLATIONS ON THIS REPORT

ESTABLISHMENT WAS PREVIOUSLY LICENSED AS A SINGLE ENTITY. THEY NOW CARRY TWO
LICENSES, ONE FOR ASSISTED LIVING AND ONE FOR ASSISTED LIVING WITH DEMENTIA CARE.
FOOD FOR THE ASSISTED LIVING COMES FROM THE MAIN KITCHEN LOCATED IN CHANDLER
PLACE. FOOD FOR THE DEMENTIA AREA (PEARL GARDEN) COMES FROM THE NURSING HOME
KITCHEN.

MULTIPLE FACT SHEETS ON VARIOUS SUBJECTS EMAILED WITH REPORT.

 Priority 1 Priority 3
0 31

Priority 2Total Orders  In This Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 7963211161 of 11/15/21.

Certified Food Protection Manager:

Certification Number: Expires:   /  /

Signed: Signed:
Nick Closmore
PIC

Peggy Spadafore
Sanitatian Supervisor
metro
651-201-4500

NOTE:  Plans and specifications must be submitted for review and approval prior to new construction, remodeling or
alterations.

peggy.spadafore@state.mn.us

Inspection report reviewed with person in charge and emailed.
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